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Y 000} Initial Comments Y 000

This Statement of Deficiencies was generated as
a result of an annual State Licensure survey
conducted in your facility on 9/8/08. This State
Licensure survey was conducted by the authority
of NRS 449,150, Powers of the Health Division.

The facility is licensed for six Residential Facitity
for Group beds for elderiy and disabled persons,
and persons with Alzheimer’s disease and
dementia, Category Il residents. The census at
the time of the survey was five. Five resident
files were reviewed and four employee files were
reviewed. One discharged resident file was
reviewed.

The findings and conclusions of any investigation
by the Health Division shall not be construed as
prohibiting any criminal or civil investigations,
actions or other claims for relief that may be
available to any party under applicable federal,
state, or local laws.

| Ftie following deficiencies were identified:

“@ 449.196(3) Qualications of Caregiver-Med Y 072
S8=F | re-training

NAC 449196

3. If a caregiver assists a resident of a residential
facility in the administration of any medication,
including, without limitation, an over-the-counter
medication or dietary supplement, the caregiver
must:

(a) Receive, in addition to the training required
pursuant to NRS 449.037, at least 3 hours of
training in the management of medication. The
caregiver must receive the training at ieast every
3 years and provide the residential facility with
satisfactory evidence of the content of the
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7 072| Continued From page 1 Y 072
training and his attendance at the training; and
(b) At least every 3 years, pass an examination
relating to the management of medication
approved by the Bureau.
& n
; kod
yuploga F .
This Regulation is not met as evidenced by: g :,.q; ZM ,;Lc,«:ﬁ o ta Wm?
Based on record review on 9/8/08, the facility " C o paen A 24 200 '3
failed to ensure 1 of 2 employees who had taltrn o -
medication administration training for three years Note: This QR fj 1eATE
met the re-training requirement. was on The f VLés
, all “Lm. ML
Findings include: Ll 7Y ¥l / ] \
ALl pepawnt G Lmplyes | ph
Employee #1: The employee completed inifial . Lo Aeview f w
medication training in 1999 and had evidence of Rad t! ¢ #‘ 'i' Lo frane OC?
re-training in 2002. The employee did not have Six Y b 7 4T 1
evidence of at least three hours of medication %‘ b 7;4\_,7 s wp e
re-training within the last three years. . . .
IS T T
Severity: 2 Scope: 3 ,ﬂ fynensa =
\/ A ege
Y 152| 449.204(2) insurance-BLC endorsement Y 152 Ey 1. Mediep rromw /
88=A .
Tﬂ&/“’ﬂ? GQP-T:]!"?L" L=
NAC 448.204
2. A certificate of insurance must be furmished to
the Division as evidence that the contract
required by subsection 1 is in force and a ficense
must not be issued until that certificate is
furnished. Each contract of insurance must
contain an endorsement providing for a notice of
30 days to the bureau before the effective date
of a cancellation or nonrenewal of the policy.
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NAC 449.209

5. The administrator of a residential facility shall
ensure that the premises are clean and that the
interior, exterior and landscaping of the facility
are well maintained.

This Regulation is not met as evidenced by:
Based on observation on 9/8/08, the interior and
exterior of the facility were not adequately
maintained.

Findings include:
Areas of the facility showed a lack of general

upkeep:
1. The overhead air intake vents were covered

Q/&M ¢ }Ln am"\ﬁ”g nee
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¥¥ 152 Continued From page 2 Y 152 Ti\( N % ?\n.f—mana
@ e " { "‘
. . . . ‘jﬁﬁq ol va ? m
This Regulation is not met as evidenced by:
Based on observation on 9/8/08, the facility -f-,,.,,. &Z} Q7 ex j" ALL
failed to provide evidence of a current insurance 3. O5- e 1,
licy.
poley Exl 2 [1-3v.c;
Findings include: ﬁl M\,_[%C‘EJ L M,wd,z(, y
The insurance policy pasted in the facility 1, e {_.o Ctone f‘ﬁwf / ﬂL] w‘”
expired on 11/16/07 and did not list the Bureau . fcarens, .
as the entity to be contacted 30 days prior to Ko - Jl ‘l'-"i° .
cancellation. ninone 1o
- L}%’Z:‘ér .
Severity: 1 Scope: 1 ﬂu[ wl_\ta a; 7}
Yo
%78 449.209(5) Health and Sanitation-Maintain Y 178
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<7 178 Continued From page 3 Y 178 Siapt ‘f'e\dkj'b Ll
with a layer of dust. owst iy l‘ a2 12./0.05%
2. The baseboards around the facility also had a oll Enea,
brown-grey layer of dust along the top edges. ’{l b ¢ s’i‘l’ﬂ , S tm 04("
3. The cabinets and counter tops on the kitchen ¢ Lono 015
had a greasy, sticky residue of cooking grease. A M‘j ~ t . Z’( 4
4. The floor in the resident shower room showed l/\ 10
signs of moldy growth. al
5. See also Tags Y179, Y998 and Y999 Q. C
| 2D
Severity: 2 Scope: 2 M( wlmééﬂw pe Steaned|
179 449.209(6) Health and Sanitation-Screens Y 179 $ pnibiwnclid 7 _
$8=8 macnfenana ‘V‘«‘*;; > [2-r.0f
L S eclin. g (-
NAC 449.209 ’W‘ "‘I‘” am 7’/ o
6. All windows that are capable of being opened w ://
in the facility and all doors that are left open to _/ Y Ao 7"‘3««1 w2
provide ventilation for the facility must be b { ( r @,.,
screened to prevent the entry of insects. TR b . -
HC/ P 74 m ZZ R
La
ohhan 7Lﬂ b”k(r "
This Regulation is not met as evidenced by: jL
Based on observation on 9/8/08, the windows for
2 of 5 bedrooms were not adequately screened.
Findings include:
The screen for the window to bedroom #2 was
bent and broken. There was no screen on the
window in bedroom #5.
;even'ty: 1 Scope: 2

vé 449.217(3) Storage of Food-Adequate storage; | Y 252

§8=F | packaging
NAC 448.217
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552 | Continued From page 4 Y 252 /4 ({ ij od  Su oﬂ 2§
3. Sufficient storage must be available for all Cepcale ARE mow
food and equipment used for cooking and storing . ; / ‘ﬁ'
food. Food that is stored must be appropriately CM‘fﬂ% od i fgleite
packaged. Carfainone
Nﬂ 7L°)<-fc VA s'f'ncu
Fw\ £ U N ja-1eo &
This Regulation is not met as evidenced by: _”u JK/L a )' ¢ [t W ‘%‘5
Based on observation on 9/8/08, the facility o Wi PO O VW
failed to ensure all foods were appropriately Lnin 7 ‘{ 7"qu
stored and packaged. atone d 'ﬂ,
I-7) W i
Finding include: } Rowve 0\ W“i‘
T*i.t tna 7“ A L’ re
Open boxes of cereal were stored on the shelves Cune trw ) 2 ‘
in the facility's pantry. A 5-gallon bucket with a NP Js
laundry detergent iabel was stored on the floor 'L S/eww / ,ﬂ Cj
under shelves of food and contained rice. -rﬁ ¢q P M (r s
the -
Severity: 2 Scope: 3 }%f({_m» q L’.T[Z , 3 btw
H-en f
\%/ i . Ern lt")“'\ & .
54| 449.217(5) Storage of Food-No chemicais, vy254 | O gt ¢
8S=E| detergents
NAC 449.217 '
5. Pesticides and other toxic substances must n { { M GAl T e 19 100
not be stored in any area in which food, kitchen 1T . e
equipment, utensils or paper products are stored. o “n G\ s f\ < a
Soaps, detergents, cleaning compounds and . U L o
similar substances must not be stored in any Carfoinus . & ' I‘—"'/ .
- . ) - .
area in which food is stored. o M [T e H I3
oo logees M e
This Regulation is not met as evidenced by: “ax T g‘hm oy
Based on observation on 9/8/08, the facility a 3»7 eRle
failed to ensure toxic substances were not stored o~ % dﬁ pr Ao—min
in the food pantry.
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Findings include: . . '
Ad a1 Tt o
A small room located north of the kitchen was . 0‘&\ ]L,\/
being used for storage of canned and dry foods. (e a'v)b
Containers of rice, a bag of potatoes and other L
food items were stored on the floor in the room. ﬁr""’d’ “on
A container of pesticide ant spray was left on the
floor near the doorway to the room. Two bottles
of dish washing soap were stored on a shelf with
other food items.
Severity: 2 Scope: 2
244 449.229(9) Smoke Detectors Y 444 Al S5m0 Lo ditialls
S=D ' Mtww
NAC 449.229 gAr Now W ~t e
9. Smoke detectors must be maintained in b At sy wrw d&[‘/. /
proper operating conditions at all times and must . B A0
be tested monthly. The resulis of the tests 9» [: ave 6 T w i
pursuant to this subsection must be recorded and [sner s ~Tv o bﬂ(’
maintained at the facility. ko ¢ L (] JoT ot
) ] o I's
Cons Florf 4L % { (o
This Reguiation is not met as evidenced by: Ap fi Ld o % +
Based on observation on 9/8/08, the facility g Maae ENAan ¢,
failed to ensure all smoke detectors were in -1z axlf U ol fem s
working order. o P, 07 @ h '
i ' If_ ' 5 ¥
Findings include: }i‘éww s baia
an
The smoke detector located in the hallway JL
outside the laundry room was not operational
when tested.
Severity: 2 Scope: 1
L
\yﬁé 449.2712(2)(b){2) Oxygen-Oxygen in use; no Y 695
88=C| smoking signs
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NAC 4492712

2. The caregivers employed by a

residential facility with a resident

who requires the use of oxygen shait:

{b) Ensure that:

(2) Signs which prohibit smoking and
notify persons that oxygen is in
use are posted in areas of the
facility in which oxygen is in
use or is being stored.

This Reguiation is not met as evidenced by:
Based on observation on 9/8/08, the facility
failed to post signs to prohibit smoking in the
areas where oxygen was being used by 2 of 5
residents and in all areas it was stored.

Findings include:

Employee #2 reported Resident #2 was on
oxygen 24-hours a day and Resident #5 used
oxygen when he needed it. Oxygen was being
used by the residents in their rooms, oxygen was
available on the wheelchair of Resident #2 and
bottles of oxygen were being stored in the living
room. No signs prohibiting smoking were posted
in the facility.

Severity: 1 Scope: 3

449.2712(2)(b)(5) Oxygen-Tanks secured to wall
or racks

Y 695

Y 698

Mo .Sma.l S

ostid o qu

@\al(w ALY cJ[
s W%lnw ’}J The M/J /0.0

o
o o j:f ;u“du
Leny

4 W:amw

e
_ﬁbzﬂfo‘i
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NAC 449.2712
2. The caregivers employed by a
residential facility with a resident
who requires the use of oxygen shall:
(b) Ensure that:
(5) All oxygen tanks kept in the
facility are secured in a stand
or to a wall.

This Regulation is not met as evidenced by:
Based on observation and interview on 9/8/08,
the facility did not ensure all oxygen tanks were
kept secured.

Findings include:

Ten oxygen E-tanks were stacked upright, side
by side, in the northeast comer of the living
room. The caregiver reported an oxygen supply
company was scheduled to pick up the tanks and
that the company had not provided racks for the
tanks to be placed in. The tanks were bordered
by the north and east walls of the comer, the end
of a couch on the west side and a chair was
placed against the south side of the group.
Resident #1 was observed wandering around the
living area adjusting furniture she was able to
move and to sit briefly on every chair and on the
couch. An oxygen tank was aiso found in the
back yard during the facility tour.

Severity: 2 Scope: 3

Y 698
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dangerous drugs by employees of residential
facilities for groups.

NRS 453.375 Authority to possess and
administer controlled substances. A controlled
substance may be possessed and administered
by the following persons:

6. An ultimate user or any person whom the
ultimate user designates pursuant to a written
agreement.

NRS 454.213 Authority to possess and
administer dangerous drug. A drug or medicine
referred to in NRS 454.181 <NRS-454.html> 10
454 371 <NRS-454 htmi>, inclusive, may be

om7 w;sx;,;j
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Y 876 |.€ontinued From page 8 Y 876

3382.6 449.2742(4) NRS 449.037 Y 876
NAC 449.2742 Rese dort 4 3 i3 wo
4. Except as otherwise provided in this Longtn Aiv vn TThae
subsection, a caregiver shall assist in the 7 Wz
administration of medication o a resident if the oo &t] ,
resident needs the caregiver's assistance. A ¢ 580
caregiver may assist the ultimate user of ﬁf sedendt # 4
controlled substances or dangerous drugs only if SURYI. o fl-14-2%
the conditions prescribed in subsection 6 of NRS ] R [ f,
449.037 are met. R es dond -_1:;: 2 ha
This Regulation i t met idenced b I\GA’ AM "‘j"’_f“’y" /?etw‘

is Regulation is not met as eviden y: ¥

NRS 449.037 Adoption of standards, ¢ Al w @ Th T ol
qualifications and other regulations. _)LM_ . A [\_ﬁ,\, )L {5 s .
6. The Board shall adopt separate regulations ?
regarding the assistance which may be given £l 3
pursuant to NRS 453.375 <NRS-453.html> and ¢ ;
454.213 <NRS-454 htmi> to an ultimate user of 0 e Ut 7va o Y loyd /2 - (K
controlled substances or dangerous drugs by . 7 ¢
employees of residential facilities for groups. wi & ¢ 7& ¢ ThZQ mfbb
NRS 449.037(8). The Board shall adopt separate Sunr Head all poferwn |2k
regulations regarding the assistance which may , /‘u? Cdento M g
be given pursuant to NRS 453.375 % ’ 7L
<NRS-453.htmi> and 454.213 <NRS-454.html> g i~ § o Gt T J
to an ultimate user of controlled substances or d’ J L, aull

If deficiencies are cited, an approved plan of comection must be retumed within 10 days after receipt of this statement of deficiencies.
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Y 876

Continued From page 9

possessed and administered by:

10. An ultimate user or any person designated by
the ultimate user pursuant to a written
agreement.

Based on record review on 9/8/08, the facility
failed to ensure 3 of 5 residents had ultimate
users agreement with the facility.

Findings include:

The files for Residents #2, #3 and #4 did not
contain medication assistance agreements
signed by the residents or their representatives.

/Seven'ty: 1 scope: 3

449.2749(1)(e) Resident file

NAC 449.2749

1. A separate file must be maintained for each
resident of 3 residentiat facility and retained for
at least 5 years after he permanently leaves the
facility. The file musi be kept locked in a ptace
that is resistant 1o fire and is protected against
unauthorized use. The file must contain all
records, letters, assessments, medical
information and any other information related to
the resident, including without limitation:

(e) Evidence of compliance with the provisions
of chapter 441A of NRS and the regulations
adopted pursuant thereto.

This Regulation is not met as evidenced by:
Based on observation and record review on
9/8/08, the facility failed to ensure the files for 5
of 5 residents were kept secured and that 4 of 5
residents met the tuberculosis (TB) testing
requirements.

Y 876

Y 936

b

If deficiencies are cited, an approved plan of correction must be retumed within 10 days after receipt of this stalement of deficiencies.
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Findings include: f,,,L,LJ caboped ‘I"Z{ :
(0
A file cabinet containing the files o_f Resideqt_s ;RL e A),v,;[’ H#H 1. [:x h Y
#1, #2, #3, #4 and #5 was located in the facility's
kitchen and was found to be unlocked at the {VJ.W
beginning of the survey.
](,euM H# 2 Qandaoom
Resident ¥1: The resident was admitted on foms Q Fove Lallef o"(’
6/19/08. The resident's file did not contain m o —xP
evidence :Zlitial tuberculosis (TB) testing. ‘ O Wt W L”Vl 3 ¥ilo4.
Resident #2: The resident was admitted on WhS Tams d/ J vi
6/9/07. The resident's file did not contain j’“fﬁ ef;
evidence of initial two-step TB testing. A W - T 4
one-step TB skin test was completed on the T j (5.9
resident o 10/11/07, four months after 7 > have M) I
admission, but there no evidence of a second ‘b )""‘ wod — l a4 ‘"""/Zl"
step. L. ’!’Lo—vo
Resident #4° The resident was admitted on did T Corypey- W 707
4/6106. A one—step TB test was completed on teo bt - hp TB m
10/18/06, six months after admission. The a ‘ f ;[ i- ¢ { 09
facility was cited during their 4/22/07 annual 1 dlp .ok BLY
survey for failure to complete an initial two-step 3 rft’tﬂ—v Send” H Y daéf—f 4 "*'-‘”'7
TB test. A second TB test was not initiated until o Jy-0%
10/8/07 and was completed on 10/11/07. i~ y
) riky 6et1e diva
Resident #37 The resident was admitted on Vﬁ/ hr Wt q; Pan Loe, c,7
8/22/08. There was no evidence in the file of ef&u ¢ Wa
initial TB testing. 107 The son
This is a repeat deficiency from the 4/22/07
annual State Licensure survey.
Severity: 2 Scope: 3
/ 991 449.2756(1)(b) Alzheimer's Fac door alamm Y 991
S8=F

If deficiencies are cited, an approved pian of correction must be returned within 10 days after receipt of this statement of deficiencies.
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This Regulation is not met as evidenced by:
Based on observation and interview on 9/8/08,
the facility failed to ensure there were
operational alarms on 3 of 3 exit doors.

Findings include:

The front and back door alarms were disabled on
the day of the survey. Employee #2 reported
there was a switch by the front door that he could
use to turn the door alarms on and off. A
resident was observed in the backyard at the
beginning of the survey. When he re-entered the
facility through the backdoor, the door alarm did
not sound. Persons entered and left the facility
through the front door during the survey, and the
door alarm did not sound when they entered, nor
when they left.

A door to the east side yard was observed in the
facility pantry. The door was not alarmed though
the caregiver related the side yard gate was
locked. There was access to ithe hall outside the
pantry from the kitchen. The door from the
kitchen to this hallway was propped open during
the survey which would allow a resideni access
to the paniry and the exit door.

oanel of wviglin

Sl on e L’;@‘—?m
ot Hu posiderls AL
&—emflfu;e,'l'—bdﬂ O‘"“Q
~0f A .

3 N o imctt Che
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)‘Uwua‘/wl'llfn?ﬁt 4w
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QU oviTs have
NAC 449.2756 . OVG
1. The administrator of a residentiai facility which (ol et
provides care to persons with Alzheimer's . thm o QM,,,\, |
disease shall ensure that: L JZ ( ~Hi . "
(b) Operational atarms, buzzers, homs or other v n RS _
gudtbte dewce_s which are activated when a door @U’Y"l ! CU 7 ‘E& L, M‘,L ; 1( 1
is opened are installed on all doors that may be Lo -) N4 o4 1|t
used to exit the facility. ty 1"3\1 wie . D Aoy

If deficiencies are cited, an approved plan of correction must be retumed within 10 days after receipt of this statement of deficiencies.
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Continued From page 12

Two of the five current residents were
ambulatory and could leave the facility on their
own accord. One of these two residents was
observed wandering from chair to chair in the
front room but did not try to use the doors. The
second of the two residents was aware of his
surroundings and did not relate a desire to leave
the facility.

Severity; 2 Scope: 3

449.2756(f)(4) Alzheimer's Facility

NAC 449.2756
1. The administrator of a residentiat facility which
provides care to persons with Alzheimer's
disease shall ensure that:
(f) The facility has an area outside the facility or
a yard adjacent to the facility that:

(4) 1s maintained in a manner that does not
jeopardize the safety of the residents.

All gates leading from the secured, fenced area
or yard to an unsecured open area or yard must
be locked and keys for gates must be readily
available to the members of the staff of the
facility at all times.

This Regulation is not met as evidenced by:
Based on observation on 9/8/08, the facility
yards were not maintained for safe use for 5 of 5
residents.

Y 991

Y 998

j\ aaé ‘9“/"7[
The & t;\:J f‘4 i
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i Edh. [ 199
Findings include:
The back and side yards of the facility were not
kept free of items that would present a hazard or
restrict the movement of the residents. The area
along the sides of the house contained a propane
tank for a barbecue grill, two vacuum cleaners,
empty boxes, muitiple folded walkers,
wheelchairs and wheelchair foot attachments
and old containers of paint. An oxygen tank, a
bed frame and a window screen were found in
the backyard.
Severity: 2 Scope: 3
v@ 449 2754(1)(g) Alzheimer's Facility Y 999 .
S8=F l L n L
R ( /ﬂ emmrents
NAC 449.2756 S hiants e Soned
1. The administrator of a residentiai facility which
provides care to persons with Alzheimer's m a ﬂ/ﬁ .3//‘,{1 fvre-
disease shall ensure that:
{g) All toxic substances are not accessible 1o the ( f P M% Mm)
residents of the facility. L i Z’ 4,& aﬁ‘
ALl Gakertis
%— AL ﬂ{ é—aq, 7 ,%47;
S‘G A S Mc ) W O’L{L
This Regulation is not met as evidenced by: ‘ j
Based on observation on 9/8/08, the facility §  Seeax
failed to ensure all chemicals and cleaners were . ;
stored in locked cabinets to protect 5 of 5 ALl @/&»th L b
residents. é,«, IL& !
Uﬁl pbpr~ & el
Findings include: &ML New  Yw a_d: - A .
The hallway closet door was found to be
ftnone |

If deficiencies are cited, an approved plan of comrection must be returned within 10 days after receipt of this statement of deficiencies.
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unsecured and the foliowing were found on the ; -+ : ) 'L/.z -
shelves: A can of disinfectant spray, toiiet bowl Ahe ne I g ‘os - m%wmn
cleaner, a can of deodorant, furniture polish, ja , [ o5
moisturizing cream, Hydrogel and Neosporin g A5 Lroe. A3
intment. : ', )
oin A" ﬂ_ﬁb s 4/( LY FAS mcjép ﬂ(/
The hall bathroom had a container of toilet bowl {,w ""lifﬁf o (g'é ‘De 5
cleanser in an unsecured cabinet under the sink. _ : - : t( 0
The back bathroom had a container of septic L mom s Tl 1o ow
system treatment in an unsecured cabinet under P
the sink. The magnetic closure for the medicine (\/& X
cabinet was not working and the cabinet door _ M

would not remain closed.

él _ 2%~ g q
The cabinet under the kitchen sink held — 5 ‘
containers of dish soap and other types of E%A q 4 & - Q, A3
cleansers. The child proof guard that had been

installed on one of the cabinet doors was missing 02 972 TR ‘W
and the other was no longer working. = /3 [ o £ = 5}2
2 tf S

Severity: 2 Scope: 3

e

$A108] §49.200(1)(2)(3)Personnel Fifes YA106 ~ A 7 1 .
varoe HG) I b + y U P

NAC 449.200 A jf"‘

1. Except as otherwise provided in subsection 2, qw? A ]) fonis

a separate personnel file must be kept for each 2 <+ 3

merber of the staff of a facility and must oﬂfv»r/ﬂ e

include:

(a) The name, address, telephone number and F ¢ q

social security number of the employee; —< l] & i

(b) The date on which the employee began his QPR ¢ / A&

employment at the residential facility; =~ : . / s,

(c) Records relating to the training received by 77,, o "‘ﬁ’ ~jvx é,ml 7

the employee;

(d) The health certificates required pursuant to 5L NS s

chapter 441 of NAC for the employee,;
(e) Evidence that the references supplied by the
employee were checked by the residential

if deficiencies are cited, an approved plan of correction must be returned within 10 days after receipt of this statement of deficiencies.
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facility; and

(f) Evidence of compliance with NRS 449.176 to
449.185, inclusive.

2. The personnel file for a caregiver of a
residential facility must include, in addition to the
information required to subsection 1:

(a) A certificate stating that the caregiver is
currently certified to perform first aid and
cardiopuimonary resuscitation; and

(b) Proof that the caregiver is 18 years of age or
older.

3. The administrator may keep the personnel
files for the facility in a locked cabinet and may,
except as otherwise provided in this subsection,
restrict access to this cabinet by other employees
of this facility. Copies of the documents which
are evidence that an employee has been
certified to perform first aid and cardiopulmonary
resuscitation and that the employee has peen
tested for tuberculosis must be avatlable for
review at all times. The administrator shall make
the personnei files available for inspection by the
Bureau within 72 hours after the Bureau requests
to review the files.

This Regulation is not met as evidenced by:
Based on interview and record review on 9/8/08,
the facility failed to ensure 4 of 4 employees met
tuberculosis (TB) testing requirements, that 2 of
4 employees met the criminal background check
requirements, and that 2 of 4 employee met the
first aid and cardiopuimonary resuscitation {CPR)
requirements.

if deficiencies are cited, an approved plan of
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Findings include:

NAC 441A - Tuberculosis (TB) Testing:
-Employee #1: The administrator has worked at
the facility since the facility opened in the late
1890s. The administrator's file contained
completed TB sign and symptoms reviews for
2007 and 2008; but there was no evidence of a
past negative chest x-ray or a positive TB testin
the file.

4ployee #2: The employee was hired on

being completed on the employee since his hire
date. The employee's file contained a negative
chest x-ray report dated 9/10/03 but no evidence
of a positive TB skin test, negative TB signs and
symptoms reviews dated 6/7/06 and 2/2/08, but
a negative one-step TB test completed on
10/11/07. The administrator was unable to
explain why the employee would have a TB skin
test in 2007 when he had tested positive in the
past; and how the employee could test negative
on the skin test in 2007 if he had been positive in
2003.

also listed as 11/15/03. There was no eviden
of a physical being completed on the employee
since the hire date. The employee's file
contained a negative chest x-ray dated 9/11/03
but no evidence of a positive TB skin test; and
only one annuai TB signs and symptoms review
dated 2/2/08. This employee also had a
negative TB skin test completed on 10/11/07.
The administrator was unable to give an
explanation why a second employee would
complete a TB skin test after having a history of

tesling positive.

11/15/03. There was no evidence of a physic.'all‘-/a‘L

Employee #3: The employee’s hire date was oéA
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Criminal History Background Checks:

Employee #2: The employee had a negative

background check dated 11/26/02. The

employee had new fingerprint cards for the five

year update completed on 10/2/07. There was

no evidence in the file that the fingerprints had

been submitted and no evidence of an updated
\c;lﬁround check.

g;’rnployee #4: The employee had a negative
background check dated 3/12/03. There was no
evidence in the file of the five year updated
background check.

First Aid and Cardiopulmonary Resuscitation
(CPR) Training:

Employee #1: The employee's First Aid and
CPR training expired in September 2067. There
was no evidence in the file of re-certification
training.

gﬁ%ployee #4: The employee's First Aid and
CPR training expired in August of 2005. There
was no evidence in the file of re-certification
training.
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was available in the facility.
Findings include:

The first aid kit provided by the caregiver was
empty except for a pair of scissors and gauze.
The caregiver reported he was unable to find
germicide, sterile gauze pads, adhesive
bandages, disposable gloves, a shield for
providing cardiopulmonary resuscitation (CPR)
or a thermometer.

Severity: 2 Scope: 3
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q
“/A106| Continued From page 18 YA106 rmr fogee / aﬁ;z 3 fwyfAfMC 7
This is a repeat deficiency from the 4/22/07 D A %jd
annual State Licensure survey. W’Lﬁ»s o«d«a M f Z
o X ) ¥
Severity: 2 Scope: 3 L d)ﬂ,,j g Pelbie |y /¢
451 449.231(2)(a-f) First Aid Kit YA451 g# Z}M . LSF » ﬁ Z&:
sS8=F
NAC 449.231 ,th doy a . ‘% m >
2. A first-aid kit must be available at the facility. 3_ Mt
The first-aid kit must include, without limitation: 2 Mﬂv ‘.
{a) A germicide safe for use by humans; u[u A a4 "%
(b) Sterile gauze pads; N $ . f 1
(c) Adhesive bandages, rolis of gauze and efnim
adhesive tape;
(d) Disposabie gloves; m 74 %”g/j f
(e) A shield or mask to be used by a person who ]
is administering cardiopulmonary resuscitation, a %‘[ §Z /,
and NGl €
(f) A thermometer or other device that may be _/% e Z; 2m loqers
used to determine the bodily temperature of a Zf / the a‘ 74_44
person. 4 w[ M ?/%J Gr-/¢
A, f £ { u?{ *
This Regulation is not met as evidenced by: fndt md 1.27‘/""’ fwvf ol 0%’7}
Based on observation and interview on 9/8/08, Ol
the facility failed to ensure a complete first aid kit Fe L f{ 16 ’( 2"{&1:
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NAC 449.2754

8. The members of the staff of the facility shall
develop a program of activities that promotes the
mental and physical enhancement of the
resident. The following activities must be
conducted at least weekly:

(a) Activities to enhance the gross motor skills of
the residents;

(b) Social activities;

(¢) Activities to enhance the sensory abilities of
the residents; and

(d) Qutdoor activities.

This Regulation is not met as evidenced by:
Based on observation, interview and record
review on 9/8/08, the facility failed to provide a
program of activities to meet the needs of 5 of 5
residents.

Findings include:

The survey was conducted in the aftemoon and
three residents were observed sleeping or
watching television (TV) in their rooms; one
resident (#1) was in the living room wandering
from chair to chair; and one resident was
watching TV in the living room. The caregiver,
Employee #2, was questioned about activities he
provided for the residents. The caregiver
reported the residents were "too confused” to
participate in any activities.

Resident #5 was in his robe and when
interviewed was found to be aware of his
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to talk to. Employee #2 was heard to repeatedly p Aoy _

command Resident #1 to stay seated and stop wale w a zd.,(p ugﬁ

getting up from her chair but did not offer her an r

alternative activity. Lo ﬂn AL Mz~ *Z’V

J,& A /:» Dw \TL&"’
The file for Employee #2 showed he had

attended training in working with residents with 9% i 7”8’ ["705
dementia in 2000, 2004 and 2008 bul did not £ i.',u,

relate or display sufficient knowledge to provide ({‘ b ‘t& %
appropriate activities for residents of the facility. }7 e

Qrn aﬂ Irat- S ‘H'-'
Severity: 2 Scope: 3 Z‘/é;:"? L;; o ﬁ ; ‘ " f;::qdj Q’b
Ko ;:‘”’if? . s b 7
wid 10 - A
Ly A ok L

s
FIR no A S
TN %u?v

radias .

N W‘f‘ ag: jc, & C’z::?
el j_ oo T oty
12" The L ¥
. ;{" 1—;\2 (,,, c e LA w—j
%cﬂ\ Tin 1 e w 02\ dfvf, 4
If deficiencies are cited, an approved plan of comrection must be retumed within 10 days after receipt of this statement of deficiencies.
STATE FORM 6800 JIUR1Y If confinuation sheet 21 of 21

i

[2-24

gav'




